We report the first case in which a localised, well-defined, chest wall swelling has been found to contain only a subcutaneous collection of air. The patient has been investigated and satisfactorily treated. We propose that this new clinical entity should be called a "pneumoma."
General physical and systemic examination was normal. The swelling, 30 x 15 cm, was oval in shape and (fig 1) occupied the left paraspinal region, overlying the lower thoracic and upper lumbar areas. It had a fairly welldefined margin merging smoothly with the surroundings. It was soft, cystic, tender, and fluctuant in both axes. The brilliantly transilluminant swelling was resonant on percussion with no obvious features of inflammation. Crepitus, cough impulse, and succussion splash were absent. There was no deformity of the thoracic cage or the spine.
Routine blood and urine examinations were normal. The chest and dorsolumbar spine appeared radiographically normal. Oblique and lateral skiagrams centred upon the swelling showed a soft tissue shadow enclosing a loculated collection of air (fig 2) . The possibility of an enterogenous origin of the lesion was ruled out by demonstrating a normal gastrointestinal tract on barium examination.
Complete emptying, by aspiration of air (no fluid could be drawn), led to collapse of the swelling, only for it to be filled up again with air within three or four days. Bronchography showed a normal bronchial structure and failed to show any obvious broncho-pleuro-subcutaneous fistula. Injection of radio-opaque material into the swelling revealed no communication with any air-containing viscus. The aspirated air was sterile on culture. An 
Discussion
Abnormal air in the tissues usually manifests itself as emphysema, which spreads throughout the muscle and connective tissue planes. Such air may result from an injury to any of the air-containing viscera, a valve-like injury to the skin, or infection with air-producing organisms. In all such cases, however, the extravasated air, which dissects through the tissue planes, is absorbed within a few days. We could not find any documented evidence of a localised subcutaneous collection of air which filled up within a few days of complete evacuation, as in this case. The pathogenesis of this case is not clearly understood. Possibly the blunt trauma suffered before the appearance of the swelling produced a fracture of the ninth rib, with a broncho-pleuro-subcutaneous fistula which was restricted by a haematoma. The haematoma could then have been absorbed giving rise to a loculated air collection which progressively increased in amount, causing the cyst, though the mechanism by which the space became epithelialised remains an enigma. A valve-like action produced by an oblique, narrow fistula could have prevented its demonstration from within or from without and yet permitted a steady leak of air, allowing the emptied cavity to refill within a few days. Excision of the cavity wall accompanied by coagulation and suturing of the suspicious area apparently successfully closed the fistula. Our inability to demonstrate the escape of air at the time of surgery remains unexplained. 
